Prognosis.-My own opinion is that the condition I have described probably never corrects itself, and that if the child is allowed to walk with the scoliosis uncorrected the curve inevitably increases in the way stated. I have no actual evidence on this point, as I have never considered it morally justifiable to let an infant in the curable stage progress to life-long crippling simply for the sake of what in any event would be an inconclusive observation. I have, however, records of 12 cases of typical idiopathic scoliosis in which the mothers had noticed the curve before the child walked, and I regret to say that in most of their histories there was some variation on the complaint: "I kept telling them the baby's spine was crooked, and they just laughed at me". This absence of recognition of the danger of an apparently trifling condition, however regrettable, is hardly surprising in view of the complete lack of warning in standard text-books on orthopxdics, not to consider general medical education.
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As to its curability, I have now 32-cases in which the condition was found and treated before walking began, and in none of them has "idiopathic scoliosis" developed. It seems to me that the condition has many points of resemblance to congenital dislocation of the hip, in which complete correction is easy to obtain if effective treatment is started before walking has begun, and in which a really satisfactory result is impossible after a very early age.
Treatment.-In treating congenital postural scoliosis, as well as talipes and congenital dislocation of the hip, the principle of "controlled movement" is of the utmost importance. This consists in cutting out by various devices the movements which tend to maintain or increase the deformity, while allowing and encouraging those which do no harm, or which correct it. My splints for talipes and congenital dislocation of the hip work on this principle, and I have devised one on the same lines which is very effective in these infantile scolioses. It is unfortunate that at the present time the classical techniques of correction of these deformities consist almost entirely of immobilization, which has no effect on the disturbance of muscle balance, removes the indispensable stimulus of movement to correct growth, and, in addition, atrophies the muscles and stiffens the joints. At one time I used plaster-of-Paris beds for treating these cases, but they were extremely difficult to make effectively, had the well-known disadvantages of this rough, heavy, fragile and absorbent material, and the child grew out of them very rapidly.
The splint illustrated ( Fig. 4) is made of sheet aluminium, covered with sponge rubber. The child is held in it by putting his arm through a hole in the curved upright wall, and then pulling his spine against it into a curve the reverse of the original one by means of a broad padded strap. He can perform almost any movement of the muscles and joints; the one thing he cannot do is to get his spine back to its primitive scoliosis. He is kept in this appiratus continuously, being taken out only for washing and manipulations and exercises.
These exercises, when carried out under skilled instruction, are of very great value. Only when the child will turn as readily and as far to one side as the other, and when the spine appears quite straight on sitting up, is he allowed to take the erect position and learn to walk. For some time after he is let free in the day-time he is returned to the splint to sleep; it is much better to keep him in it too long rather than to let him out too soon. Nuffield Orthopadic Centre, Oxford INFANTILE scoliosis, by definition, is one which is present at or before the age of 2 years. Scoliosis before the age of 2 may be a very disturbing feature, as far as the parents are concerned, and the ability to give a reasonably accurate prognosis is of considerable importance-particularly if it is possible to say from the type of curve that the outlook is good.
The types of scoliosis in this group are:
(1) Postural.-To assess the frequency and importance of this condition I have-through the courtesy of the Department of Social Medicine, University of Oxford, and Dr. Kemp, their radiologist-reviewed the X-rays of some 75 normal children who were X-rayed soon after birth, and at regular intervals after that. The Group that I examined were all now 2 or more years of age.
X-rays at 6 months show a lateral curve of 10 degrees or more in 80%, at 12 months in 46%, and at 18 months in 7%. There was none with lateral curvature at the age of 2. This sequence of events might reasonably be interpreted as indicating that the infantile alignment of the spine persists until the erect posture is assumed, and that it is this that stimulates the disappearance of the postural lateral curve (Figs. I and 2).
(2) Resolving.-This differs from the above in that it persists after standing-also the curve tends to be greater, and there is some rotation present (Figs. 3 and 4) . These recover fully without treatment, but may persist up to 4 or 5 years of age. They are uncommon, but a number have been reported by Harrenstein (1936) , and Scott and Morgan (1955) , and there are probably quite a few which pass unrecognized. (3) Progressive infantile idiopathic.-This may be indistinguishable from Group 2 up to 2 years of age, and difficult even up to 3 or 4 years. The curves are in the dorsal spine. They are shorter and more severe, both in the lateral curve and in apical rotation, and the apex is to the left (Figs. 5, 6, 7) . These usually begin to increase at an early age.
(4) Congenital.-With hemivertebre (Fig. 8) , and usually diagnosed later in life. In a series of approximately 50 patients with congenital scoliosis it was found that the average age of diagnosis was 11. There are two types-those in which the abnormalities are all on one side, and often localized to the upper dorsal region (Fig. 8 )-and those in which hemivertebre are present on both sides, and in which there is little clinical evidence of abnormality. X-ray readily distinguishes these from the others. Deformity in both these types is usually relatively mild compared with (3) (Fig. 9) , and the prognosis is relatively good.
In spite of this it should be remembered that paraplegia, the rare complication of scoliosis, occurs more frequently in congenital than in any other type of scoliosis.
(5) Very few lateral curves of known etiology appear before the age of 2. A diagnostic label is a guide to prognosis, and also with regard to the etiology. The first Group is of little importance, as far as this aspect of the problem is concerned-except to indicate how postural influences affect development of the normal spinal alignment.
In the second Group it is of particular interest that a curve may be present, measuring 20 degrees, and involving several vertebra, but without containing that progressive element which we have always connected with vertebral growth, and about which we know so little, and may then spontaneously disappear. The third type is, of course, the most serious and the one about which-from the point of view of treatment-we most urgently need knowledge of the aetiology. 
Lumbo-sacral Fusion for Low Back Pain
By ERIC SHAw, F.R.C.S.Ed.
Great Western Hospital, Swindon (From the Nuffield Department of Orthopadic Surgery, Oxford) THIS paper is based on a follow-up review that Mr. J. G. Taylor and I did when we were at the Wingfield Morris Orthopedic Hospital. We were impressed by the good immediate results of lumbo-sacral fusion in the treatment of chronic low back pain, and we wondered why it was not done more readily. It was the apparent reluctance to use this form of treatment that stimulated us to investigate the results.
The records of 61 patients between 1934 and 1954 were available, and it was possible to follow up 52 of these. This represented 55 operations which were all fundamentally the same-onlay grafts using autogenous bone-and they were undertaken for the treatment of chronic low back pain due to a non-infective structural weakness.
The review was both clinical and radiological, all the patients being interviewed and examined by one of us, but estimation of bony fusion or otherwise was solely by study of flexion-extension lateral and serial antero-posterior radiographs. In the serial antero-posterior views the points sought in confirmation of bony union were moulding of the grafts in response to stresses and strains, thickening of the grafts, and lastly a natural conformity of the graft bone with the appearance of the host bone in the area so that it no longer looks like a foreign body.
The fusion rate shown by this method of investigation is illustrated in Table I. 
